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in the United Kingdom  
• • • 
Borough of Tower Hamlets:  
Largest concentration of 
Bangladeshis in the UK 
22% of primary pupils speak 
English as their first language  
47.5% are eligible for free meals 
(BBC News, 2009) 
Crime rate is near average  
(London Metropolitan Police) 
Violence and assault are more 
common than theft 
(Office for National Statistics)  
 
Bangladeshis across the UK:  
92.4% Muslim 
(Piggett, 2004) 
19.1% of Bangladesh-born 
men are self-employed 
(11.2 % of UK-born men are 
self-employed)  
5.9% of Bangladesh-born 
women are self-employed  
(5.3 % of UK-born women 
are self-employed)  
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London, England, fosters images of colorful bridges and double-
decker buses, ornate government buildings and charmingly proper 
royalty—all very British.  Yet the British Museum holds antiquities 
from all corners of the earth, and the city likewise attracts people 
from a variety of nations, ethnicities, and cultures.  Of the eight 
million (approximately) people living in greater London, only 
59.5% are British and 2.2% are Irish.  Asians and Asian-British 
people make up 13.2% of London’s population, coming mainly 
from India (6.2%), Pakistan (2.8%), and Bangladesh (2.2%) (Office 
for National Statistics, 2011).   
The majority of Bangladeshis living in London hail from the Sylhet 
region in northeastern Bangladesh.  They are mostly Muslim.  Many 
retain their ties to Bangladesh, including arranged marriages that 
bring new brides from their tropical homes to join their husbands’ 
families in England.  These women, suddenly isolated from their 
social networks, are sometimes subjected to stricter cultural 
constraints than they had in Bangladesh (Kabeer, 2000).  They 
generally cannot speak English, and they may not be allowed to 
leave the house without an escort.  In such cases, the young bride 
lives under the control of her new family, giving challenges to 
British social and health workers to provide support for her. 
The Bangladeshi people in London tend to be concentrated in a few 
areas, particularly the borough of Tower Hamlets in the eastern part 
of the city.  They are more likely to live in public housing than 
members of other ethnic groups, having low levels of education and 
high levels of unemployment (Peach 2005).  Most Bangladeshi men 
(61.7 %) in the UK are engaged in some kind of economic activity, 
but 76.6% of the women are economically inactive (Office for 
National Statistics, 2005).  Although Bangladeshis are more 
impoverished than any other ethnic group in the UK, with 65% 
living below the poverty line (Kenway and Palmer, 2007), the 
younger generation is making more progress in school than did their 
parents, and their economic situation is expected to improve 
accordingly. Cultural changes are occurring as well, with some 
Bangladeshis adapting to life in the UK, while others are becoming 
more fundamental in their expression of Islam.  We will focus 
particularly on the neighborhood of Whitechapel, where 51.78% of residents are Bangladeshi (Office for 
National Statistics). 
Riding the subway eastward from the center of London, a culture change occurs when one emerges at 
Aldgate East or Whitechapel in Tower Hamlets.  Bengali script appears on signs and store fronts, and 
Bangladeshi men sell a variety of cheap imports and fresh foods along the streets.  The shops are small and 
crowded, and the vibrant street market in Whitechapel extends along many city blocks.  Bangladeshi 
women shop in long dresses and colorful headscarves, often stopping to admire sparkly costume jewelry or 
enter shops that are entirely devoted to brilliant scarves and lingerie.  Very few women hold jobs in the 
local stores or street-side booths, and a few, often wearing black, walk several paces behind men who seem 
to pay no attention to them.  Uncovered women—those who lack head coverings— sometimes draw stares 
or may be pointedly ignored, although only a few women appear in very short skirts or shorts in this very 
conservative community.  The streets are crowded with shoppers by day, and they continue a long-
standing, cross-cultural history of prostitution by night.   
My only experience of London street crime occurred in Whitechapel, when one of several loitering men 
dashed forward to grab my high-end amateur camera.  I saw his lunge and jerked the camera just far 
enough that he failed to get a good grip. He did not repeat the attempt, but neither did he disappear into the 
crowd – he simply stepped back with a grin to his prior position of people-watching.  Several others looked 
on, but none showed any interest or alarm.  The usual camaraderie and courtesy of London were clearly 
lacking for an outsider like me in Whitechapel, and I was happy to head back to more familiar territory.  
 
Comparison of Living Conditions in Bangladesh and in the United Kingdom 
Attribute Bangladesh United Kingdom 
   
Language Bengali, Sylheti English 
Annual per capita income $2053 $33,238 
Life expectancy  69.4 80.4 
Infant deaths per 1000 42 4.7 
Adult literacy  47% 100% 
Household size 5.3 2.7 
State religion Islamic Anglican Christian 
Religious freedom (1 = not free, 10 = free) 2 (not free) 8 (mostly free) 
Civil liberties (1 = free, 7 = not free) 4 (partially free) 1 (free) 
Income tax rate 25% 50% 
Sources: Freedom House, CIA Factbook, World Christian Database, Schmitt et al (2006) 
Fortunately for residents of Tower Hamlets, many British health professionals invest time and effort to 
understand and accommodate the local culture so they can provide health services to the Bangladeshi 
people.  This requires adapting to social structures, values, and even personality types that diverge in 
significant ways from United Kingdom norms.  Philippa Oliver-Dee is a midwife who learned to bridge the 
gap between Bangladeshi and mainstream British culture to provide health care for pregnant women and 
their infants.  In serving four years as a midwife in Whitechapel, Philippa gained valuable expertise in 
navigating the social and cultural circumstances surrounding Bangladeshi women and finding ways to help 
them. In the remainder of this chapter, she shares several of her experiences and insights with us. 
 
Philippa’s Story: Working within the Bangladeshi Culture to Help Pregnant Women and Infants 
The stories and experiences I share are from my perspective. I worked with some super midwives who 
mentored me and who in turn I could support. As community-based midwives, we were referred to as the 
primary carers, and we referred clients for blood screens or ultrasound scans, and to the obstetrician, 
physiotherapist, dietician, social services and other services as necessary. Bangladeshi-women-only 
antenatal classes were available.  Clients were also referred by the obstetrician for medical or mental health 
issues. Other than the translators, there were not any Bangladeshi midwives, but care staff came from a 
variety of cultural backgrounds. 
Thinking about cultural awareness, I'm going to share some stories of working as a midwife with 
Bangladeshi women and their families in the east end of London, particularly in the area around 
Whitechapel. The first thing that comes to mind is how necessary it is to not feel like you’re the 
professional going in to tell somebody how to do something, but to listen and watch and ask questions and 
seek to understand what’s going on in a family before saying how things should be done.  Perhaps how I 
say something should be done is not going to be appropriate, relevant or acceptable to all my clients. 
Culture and Personality: Bangladesh versus United Kingdom 
An international study of personalities found that people from Bangladesh, on 
average, are less extraverted, similar in conscientiousness, and more open to 
new experiences than people from the United Kingdom. 
United States scores were used to center the scales at 50 for each factor.  
Here are the results: 
Extraversion: Bangladesh 44.98, UK 49.79 
Conscientiousness: Bangladesh 46.71, UK 46.89 
Openness to experience: Bangladesh 53.35, UK 45.97 
(Schmitt et al., 2006) 
 
Here's a story about a woman who had come to London while pregnant with her first baby. I was called out 
to see her because she was feeling uncomfortable. The family told me what was happening when I first got 
in the flat.  Then I had a short time alone with her, and she had some English, so she told me about her pain. 
After that her sister-in-law and husband spoke for her, as her mother-in-law could not speak English. By 
observing and listening to her I realized she was just about to deliver the baby, and she was afraid. I felt 
concerned and perhaps angry because in her situation, she didn’t feel able to say what was going on for her. 
However, I realized that actually, to best help her, I needed to be on side with the family, to encourage 
them to caringly respond to her needs. Therefore, I told her and the family about the progress of her labour, 
and they selected the people that should be with her in the room when she delivered the baby: her sister-in-
law, husband’s aunt and mother-in-law.  She didn’t have any of her family there, and her husband came and 
went from the room. I had requested a second midwife and ambulance in case we needed to transfer her 
quickly, and her husband supported her by calling people.  After that the baby was born quickly. The 
mother quietly laboured and watched me as I helped her birth her baby.  
The baby was then given, immediately after birth, to the mother-in-law. Often newborns have a little finger 
full of honey put in their mouths within a couple of hours after birth.  It is a traditional practice, often by 
the mother-in-law, who the girl went to live with.  In hospital they are often given to the mum first of all, 
but she was not transferred into hospital.  When I did follow-up visits, she did not seem to know her in-law 
family well and so wasn’t completely relaxed, but she was physically recovering well. 
It is important to be aware of the family and 
cultural expectations. I used to have students 
that were assigned to work with me in the 
community. Often when I first got to a client’s 
home, I was given some hot, frothy tea which 
was milky, sweet and sometimes spiced. When I 
first had chai, I struggled to get it down.  It 
always came in small china cups so it wasn't 
much to get down.  I got quite used to it, and 
especially in the winter, it was quite nice 
really.  On one occasion, one of my students 
started saying she did not like or want it. The 
families served chai, traditional sweets and 
sometimes curry, and to refuse hospitality was 
rude and offensive. So I remember telling Royal London Hospital in Whitechapel, Where Philippa Worked 
Fertility Rates:  
Immigrant Women from Bangladesh versus UK-born Women 
As of 2001, women born in the UK had an average fertility rate of 1.6, while 
immigrant women from Bangladesh had a fertility rate of 3.9.  By 2006, Pakistani and 
Bangladeshi women were the only immigrant populations to have significantly higher 
birth rates than the remainder of people in the UK (Coleman & Dubuc, 2010). 
Street-side Vendors of Food, Clothing, and Electronics 
students to just be quiet and drink it. I believe this 
hospitality and our appropriate response served 
several purposes. Hospitality was important for them 
to demonstrate honour by receiving guests 
appropriately. By accepting their welcome, we 
showed the family honour.   
I felt it was important not just to bustle in, do the 
midwifery stuff and leave.  For the sake of my client, 
it was important to build a good relationship with her 
husband’s family so she and they could trust me 
when I sought to care for her. I remember at the 
festival of Eid, the husband, mother-in-law and other 
family members watched me eating curry and rice 
before I could even see my client! 
Part of building relationships with families was because I felt genuinely compassionate towards the women 
and wanted to demonstrate that the client was important as a person, not just as an expectant mother. 
Sometimes in the neighbourhood, I would hear things about other women so I would pop in, even if a 
midwifery call was not required. One day, a woman told me that a previous client of mine, whose baby had 
died, was pregnant again. She told me that the pregnant woman was anxious. So, I popped in to have tea 
with her and just to talk about her pregnancy and fears, and to reassure her of midwifery support. Yes, 
building relationships was important for women to receive care.  
The Bangladeshi community is tight, so I’d often look after related women. We worked in community 
based teams of midwives. I had two antenatal clinics a week. I would see clients throughout their 
pregnancy and deliver them at home or in hospital, when on call. I would then follow up with postnatal 
hospital and home visits for 2 -4 weeks following birth. It was a good way to work to get to know women 
and families quite well. 
Sometimes there could be violence in the families. I 
remember one woman who I was seeing, had some 
marks on her which I was quite concerned about. As 
we got to know each other she shared with me what 
had been happening, that the beatings were to warn 
her about bringing shame on the family. I also talked 
with the general practitioner. However, the client did 
not want to press any charges against them so 
continued to live through it.  
The husband and the older sons were beating her. 
Over time, I think she was aware that I was 
genuinely concerned. At one clinic I remember her 
crying and stating that nobody had ever treated her Men Wearing Typical Western Clothing 
with such tenderness. Having watched the Bangladeshi 
women together in labour, I recognized that expressions of 
tenderness were important and appeared to help women to 
cope. Culturally, caring was expressed through touch, speech, 
and making sounds of concern for the woman. Watching is 
important: watching what goes on in communication; 
watching the dynamics of families; watching who is the top 
person and who is the bottom person and how they relate to 
each other and who is in between. Often the women seemed to 
be at the bottom, under the rule of husband, father, mother and 
sister-in-law. If you are going to make it ok for the person on 
the bottom, sometimes you’re going to need to have the right 
relationship with the person at the top as well.  
They didn’t always live with extended families; there wasn’t 
always the mother-in-law around, but often was.  Whoever was heading that particular household, it was 
worth being in a good relationship with them, where they felt respected. If the head person does not feel 
honoured, then the woman who is responsible for bringing me into the house may suffer.  She is held 
responsible also for bringing shame on them if I’m not showing them honour. So that sometimes was 
difficult because then there would be times when the woman would be back to work within a week or so 
perhaps preparing the family meals.  
Sometimes the women would be required to adhere to Ramadan. At this time, the women could become 
extremely tired and struggle with pregnancy or parenting.  So it was times like that when you needed to 
respectfully talk to the person that would affect the woman. Without respect for other family members, it 
would then be difficult to speak to them about supporting and caring for the woman and getting what she 
needed.  
A lady comes to mind who was very isolated. She was very young and didn’t have a friend or family 
network.  Her husband was perhaps 20 years older than her. I was quite worried about her in terms of 
depression, struggling with the baby and isolation. I tried to share my concerns with her husband regarding 
her isolation. I think I probably pushed too hard for her to be able to have support from outside the home.  
She had almost no contact with anybody. I felt she needed to be allowed to see people and build 
relationships. Her husband was quite isolated within his community, and that meant that she was even more 
isolated and seldom had people coming into the house, and she couldn’t go out.  I’d wanted her to go to 
Bangladeshi community groups for women and tried to encourage them to see if anybody could come sit 
with her. However, by the time I signed her off and transferred her to the care of a health visitor, which is 
within a month of birth, she was still in a really isolated situation. I feel that I pushed too hard.  
The other issue with the situation was a language and communication barrier.  Most of the time I had 
translators working with me because a lot of the women couldn’t speak English. The women I looked after 
tended to be Sylheti speakers, being from that region of Bangladesh, so I often had a female Sylheti 
translator.  However, I never seemed to have a translator with me when I visited this isolated client, and my 
basic Sylheti was insufficient to properly understand her situation.  Only the husband understood English, 
Socializing while Shopping 
so that didn’t work very well. Had I got on side with him more, maybe, for example, asking for his 
suggestions, it would perhaps have worked out better for her.  I just don’t think I helped her in gaining any 
sort of social support at all.  
I could have tried a different strategy; I don’t know whether it would have been different.  Now, I would 
take a translator along with me and talk to the husband about the situation and his wife’s apparent isolation, 
asking him what he felt was necessary for them as a family to live as a part of the community. I would hope 
to show that I recognize the importance of being part of the community and that being outside of that 
community may be detrimental to well-being.  I might ask him what he felt was necessary first—what was 
necessary for him, and what he thought was necessary for her.  Then I would ask my client what she 
thought was necessary. You might think, “actually, why should he have a say?” but if that’s how it works 
in the community, then it is important to recognize the community dynamics in which you are and work 
within them. You are more likely to achieve something for the 
person who is under another’s will. It is also important to 
acknowledge the community as being an extension of the person 
you want to help. You are then working within the client’s 
expectations, being culturally sensitive to family dynamics, and care 
goals become more acceptable and acted upon.  
I remember a labouring Bangladeshi lady I was caring for in 
hospital. In the labour and delivery suites, the bed was always in the 
middle of the room, indicating an assumption that this is where a 
client will labour and birth, which I find strange and restricting. The 
client had just got on the bed, but as she laboured she was not 
coping well. The pain was overwhelming and she could not find a 
position to labour in. Obviously I had discussed analgesia, which 
was declined. I began to feel she was not even safe on a bed, sort of 
flopping about, so I got large gym mats and put them on the floor 
and invited her to move to the floor to labour and deliver.  Once on 
the floor, she was a completely different person. She became quiet 
and focused, as she moved between kneeling and all-fours positions. 
Her husband stated that she was happier now as this was how she would have delivered the baby in 
Bangladesh. So, she delivered her baby on the mats with me kneeling beside her. 
Just from my experience of being in the East End, often women and husbands were not happy to have a 
male doctor. It is not ideal but I think it’s important to accept and not be offended by this cultural desire. 
Having babies is seen very much as a woman’s domain. For many women it is unthinkable to have men in 
attendance, other than the husband if he chooses to be there.  Part of respecting this cultural norm can be 
demonstrated by providing female attendants, female chaperones, female translators to make sure that the 
woman and her husband at all times know what is going on. Although it may appear or actually be the case 
that the husband makes decisions regarding his wife’s labour and delivery, the woman must not be ignored, 
and care choices must be discussed with her as well. A female attendant needs to be prepared to listen and 
advocate for the client’s decisions.  Demonstrating respect for physical modesty by all carers is essential. 
Women Often Shop in Groups 
For example, if a male doctor is in the room, a woman may need to cover her face and body, and a doctor 
needs to be respectful in requesting an area be uncovered and carefully explain why this is necessary. The 
woman’s husband may be deeply offended that a male doctor is touching his wife, and the client will know 
this to be the case and feel shamed.  Some husbands will say “no” if the doctor is a man, because having 
medical help might be unacceptable if it brings shame on the family. 
When you are talking to clients, they may not hear you as individuals, but with their community’s ears. If 
you don’t accept that about somebody, then you’re almost not accepting them, because that’s how they see 
themselves. Coming from a background with a history of community, especially if it is a culture of honor 
and shame, makes acknowledging that community so important. Acknowledging the community then also 
acknowledges the person and is needed if you are to even hope to provide or set up some sustainable 
system of care.  
Key Lessons for Providing Health Support in the Bangladeshi Community 
As far as possible, for the sake of the client, be prepared to allow the cultural decision making process to 
unfold, even with what may be regarded as insignificant issues. The role of decision maker in the family is 
important and will be deferred to. For the child-bearing woman, it may be her husband or mother-in-law, 
and ultimately the father-in-law. These people need to be consulted. From my experience, they are much 
more likely to give the client a say if this decision making process is respected.  The woman will most likely 
accept the family’s decisions rather than an outsider’s, even if she’s not happy about them, because she’s living in 
that community.  Therefore, accepting her as a community-person is accepting what people in the family say. 
If you reject this, then I feel like you’ve lost her and her family, in terms of their cooperation with you, and 
you’ve closed a door on further communication.  
Kindness and discretion can help to build trust.  Be genuinely caring for the person that you are trying to do 
something for.   
A male doctor must never work without a female attendant and translator.  
Recognise how strongly your cultural background shapes you, and be aware that it will become more 
important to you when you are part of a minority culture.  It’s just being prepared to listen to what 
someone’s saying about themselves, watch the dynamics of families and how relationships work within 
family community. See them within the cultural setting in which they live.  So for me it was seeing the 
woman as an individual and a community-person, and acknowledging how she fitted into her community. 
Sometimes it was frustrating when I wanted something to work in the way I felt best but you know it just 
doesn’t work for the best if the idea is from my own cultural background. Also, even if something seems a 
really good idea, it may not work out as planned if it does not engage with and embrace cultural factors.  
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 Thoughts to Consider  
 
Can you identify cultural issues that may be reducing the ability of immigrants from 
Bangladesh to adjust to life in Britain?  Why do you suppose that they are more likely to be 
poor than members of other ethnic groups in the UK?  
How might differences in extraversion and openness to experience affect working 
relationships between UK-born people and Bangladesh-born individuals? 
If your colleagues need to provide humanitarian aid to people from Bangladesh, what advice 
might you give to them? 
How did cultural differences affect Philippa’s ability to provide good health care for the 
women she was assisting during their pregnancies? 
What are the most important adjustments that she made to work successfully within the 
Bangladeshi culture?  
What could be done to increase the rights and opportunities for Bangladeshi women in 
Western societies without alienating them from their culture?  
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